A lthough most hips with slipped capital femoral epiphysis (SCFE) are treated with in situ pinning (physeal stabilization alone) [1, 2] , recent evidence [7] suggests that this approach does not address the posterior tilt and rotation, or translation of the epiphysis, potentially causing femoroacetabular impingement (FAI) and subsequent osteoarthritis. Managing the SCFEtriggered epi-/metaphyseal deformities by femoral or acetabular realignment using techniques such as the modified Dunn technique or hip arthroscopy has emerged as an alternative treatment option [6] .
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But what do we do with the contralateral hip given the known risk of bilateral disease, subsequent slippage, increased rate of subsequent FAI, but also complications associated with prophylactically pinning the contralateral hip [3, 8, 9] ?
The current study by Hesper and colleagues [5] tries to answer this question by examining the morphologic features of the contralateral femur in patients with unilateral SCFE. Their intracapsular CT measurements of head/neck concavity and physeal tilt demonstrated a lower epiphyseal extension, but a moreposteriorly tilted epiphysis, suggesting that contralateral hips typically reveal a morphology consistent with a mild SCFE rather than an idiopathic cam morphologic feature. The authors of the current study note that the small differences measured at the head/neck junction might make radiographic diagnosis quite challenging requiring CT or MRI.
Where Do We Need to Go?
The small differences at the head/ neck junction in the current study could have been caused by the authors only examining intracapsular alterations. They did not include other reported confounders for SCFE, FAI, or early osteoarthritis such as neck/shaft angle, femoral version, and acetabular orientation despite the complex interplay of impingement and instability deformities found in patients with hip pain [10] , which might be present also in hips suffering from SCFE.
Additionally, because it was not possible to match controls by body weight in the current study, we cannot rule out weight as a confounder for the observed femoral head/neck morphology. Future studies should examine, and control for, other confounding variables including physiologic or chronological age, since endocrine disorders vary in prevalence with age, and can influence hip development in patients with SCFE.
As Hesper and colleagues noted in a previous study [4] , standard radiographic assessment used as the first line of imaging at most centers is insufficient to depict these rather subtle differences (if there are any) between the study groups. In order to address this gap in our knowledge, researchers should develop well-designed, standardized, prospective protocols at referral centers that treat these patients. Advanced imaging using CT or MRI should include quantification of femoral version, acetabular orientation and depth, and intracapsular elements, such as those used in this study. Identical protocols would also be needed for the required control population, posing potential ethical concerns regarding the radiation involved, which might favor MRI over CT. Because the condition is uncommon, a multicenter approach will be needed in order to ensure an adequate number of participants and sufficient statistical power to answer our remaining questions. Perhaps a pediatric specialty society, such as the Pediatric Orthopaedic Society of North America, could help to organize such a project. Careful comparisons involving femoral version, neck/shaft angle, and acetabular depth and orientation could inform future finite element analysis studies to identify the characteristics of hip morphology in these patients that are most likely to result in later arthritis.
